The great enlargement of the placenta which occurs in severe rhesus hmmolytic disease has been attributed to villous cedema, or increase in the number of villi. Routine histological techniques do not enable firm conclusions to be made on villous size, as the normal variations are so great. The methods of morphometry developed by Aheme & Dunnill (1966) have therefore been used to compare placentas from patients with high titres of rhesus antibodies with those from normal pregnancies.
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Histology of the Placenta after Repeated Intrauterine Transfusions G B James MRCOG (Department of Obstetrics and Gynwcology, University of Dundee)
The great enlargement of the placenta which occurs in severe rhesus hmmolytic disease has been attributed to villous cedema, or increase in the number of villi. Routine histological techniques do not enable firm conclusions to be made on villous size, as the normal variations are so great. The methods of morphometry developed by Aheme & Dunnill (1966) have therefore been used to compare placentas from patients with high titres of rhesus antibodies with those from normal pregnancies.
The affected group included 3 mildly affected babies, 5 severely affected, and 4 in whom intrauterine transfusion had been required. The placentas were perfused with buffered formalin at pressures within the physiological range to exclude the effects of variation in the degree of filling of the vascular bed. Measurements of villous volume, capillary volume, intervillous space volume and total villous surface area were obtained.
In placentas from normal pregnancies there is a direct linear relationship between the total villous surface area and the birth weight. In the rhesus cases there was no variation from the normal range when the cord hmemoglobin level exceeded 11 g/100 ml, but the villous surface area was greatly increased in all the severely affected cases. When the cord hemoglobin level was plotted against the villous surface area, the relationship was linear in all except those cases in which the foetus had been transfused before delivery. Subtraction of the amount of adult hxemoglobin restored the linear relationship.
The mean villous volume was increased from 160 ml in placentas from normal and mildly affected pregnancies to 270 ml in the severely affected ones. There was no significant reduction in the mean volume of the intervillous space. When the volume proportions of the villi and intervillous space were compared, there was no change except in two of the most severely affected cases, in which there was a 25 % reduction in the intervillous space. True villous aedema was therefore present, and these babies were cedematous at birth. There was no evidence of villous cedema in any placenta when intrauterine transfusion had succeeded in raising the cord hemoglobin level to more than 9 g/100 ml. In one case foetal hydrops was demonstrated by X-ray and the aspiration of 70 ml of ascitic fluid from the peritoneal cavity before intrauterine transfusion. Normal measurements were obtained, suggesting that villous cedema can be reversed by correcting foetal anemia.
In most cases in which the foetus is at risk the blood supply to the maternal side of the placenta is the important factor in determining the outcome. In rhesus hmemolytic disease there is no impairment of the maternal supply. Those parts of the placenta most closely involved in maternalfoetal exchange are able to grow in response to the foetal anaemia and this response is not affected by intrauterine transfusion. The hydropic changes which supervene in the most severely affected cases, however, can be prevented or even reversed. Pregnancy occurs in 5-10% of women who have had pelvic tuberculosis treated effectively. About a quarter of such pregnancies are ectopic and occasionally abdominal pregnancy occurs (Snaith & Barns 1962) .
REFERENCE
The patient was found to have endometrial tuberculosis (confirmed by guinea-pig inoculation) when she was 33 years old. She had been married and infertile for 11 years. She was treated with a combination of streptomycin, para-amino salicylic acid and isoniazid for 2 years.
When referred at the age of 38 she had had 14 weeks of amenorrhoea and had a positive pregnancy test. The uterus felt firm and bulky, and there was a cystic swelling 10 cm in diameter in the region of the right ovary. There was no tenderness and had been no pain. Ectopic pregnancy was considered because of the history of pelvic tuberculosis and was confirmed by arteriography (Dr D Sutton) (Fig 1) .
The patient and her husband, though aware of the maternal risk and of the high foetal loss associated with abdominal pregnancy, were reluctant to have the pregnancy removed surgically. After much discussion it was decided that it could continue if the patient would stay in hospital. She remained symptom-free and happy. The mass enlarged at the expected rate until about the 20th week, but then seemed to grow more slowly. It never extended more than 5 cm above the umbilicus. Foetal parts were not f 4. palpated easily and an X-ray film at the 32nd week showed the feetus confined to the lower abdomen in a cramped transverse position. The urinary pregnanediol was 21 mg/24 hours at the 25th week. Total cestrogen excretion increased from 13 mg at the 27th week to 38 mg/24 hours at the 37th week.
Laparotomy was performed electively in the 37th week. The foetal membranes were found to have ruptured some time previously and one of the infant's arms was protruding through the rupture into the peritoneal cavity. There was no amniotic fluid. The infant was extracted easily. The placenta was on the back of the right broad ligament and was attached to the right pelvic brim and to the left side of the uterus. The combined placenta and uterus were removed because it was apparent that all vascular pedicles were controllable. There was considerable bleeding as the superior edge of the placenta was dissected from the thick foetal membranes, and 4 litres of blood were transfused. Recovery was uneventful and the patient returned home on the 12th postoperative day.
The infant was a girl weighing 3005 kg. The Apgar score was 2 and 4 at 1 and 5 minutes. The head had been deformed by pressure and there was a particularly deep groove in the right parietal region. There was micrognathos and left talipes equinovarus. Adequate respiration was not established and the infant died after 6 hours.
Autopsy showed pulmonary atelectasis but no other malformation.
The risks associated with abdominal pregnancy from 1950 to 1957 were reviewed by Hreshchyshyn et al. (1961) . In 101 cases there was stillbirth in 46, spontaneous hemorrhage in 16 and maternal death in 2. The placenta was removed in 62. Post-operative morbidity was much less when the placenta was removed, but this is safe only when it is certain that the placental blood supply can be controlled.
Retroperitoneal Leiomyomatosis
Following Hysterectomy P J K Maskery MRCOG (Department of Obstetrics and Gynacology, Newcastle General Hospital, Newcastle upon Tyne)
The patient presented at the age of 35 with her abdomen containing an irregular hard mass of fibroids of the size of a 36-week pregnancy. Total hysterectomy was performed, together, it was thought at the time, with removal of both ovaries. Histological examination of the specimen showed uterine fibromyomata with no evidence of malignancy. Only one ovary was found on histological examination and this showed only simple cysts.
Three months after discharge from hospital there was noted to be a firm mass extending into the left pelvis, and within two months the mass became palpable abdominally. A second laparotomy revealed a mass of retroperitoneal fibromyomata, five of which were removed for biopsy. Histology confirmed simple fibroids with no evidence of malignancy. The mass continued to grow and rose above the umbilicus. Further laparotomy was performed and again a mass of retroperitoneal fibromyomata was found, surrounded by dense adhesions to bladder and small intestine. It was impossible to dissect this free, and a further biopsy was taken. Again histology revealed no evidence of malignancy.
In view of the continuing growth of the tumour it was decided to try irradiation. Three courses of X-ray therapy, supplemented by actinomycin-D to a total dose of 3,700 mg, were given. Following this the mass regressed to a level lying mid-way between the pubes and umbilicus. It remained static at this level, the patient being generally very well.
